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Because of exploding costs and the need for new (high-secure) facilities, forensic measures have 
become major points of discussion within politics, within economics, and within social levels. The 
increase of beds in forensic psychiatry has been reported within several European countries, Canada, 
and the United States (1, 2). Approximately 50–60% of the patients within forensic measure suffer 
from schizophrenic disorders [e.g., Ref. (1)]. This may not be surprising due to the well-known 
association between schizophrenia and higher risk for violent offenses (3–5).
Despite the consistently found association between schizophrenia and violent offending the rel-
evance of the disease itself for offending remains somewhat unclear and is discussed controversially. 
Most prominently, comorbid disorders, especially substance dependence or abuse and antisocial 
personality disorder, non-compliance toward medication and/or treatment, suicidal behavior, or 
previous violent offenses are known to be risk factors for later (violent) offending (4, 6). Together, 
these factors form a high-risk cluster of features of schizophrenic patients in terms of future violent 
behavior but do also rather reflect the multifactorial genesis of criminal acts, than actually explaining 
the increasing numbers within forensic psychiatry.
Consequently, other explanations focus on legal, societal, or organizational problems. For exam-
ple, Schanda et al. (7) pointed out legal issues due to a softening of the criteria “outstanding dan-
gerousness” for being pledged as not guilty by reason of insanity within Austrian law. Between 1990 
and 2007 judgments of not guilty by reason of insanity because of minor or “disturbing” offenses, as 
threatening, compulsion, or obstructing an officer, rose from 20 to 50% in Austria. Similarly, other 
authors conclude that the increase of forensic patients is not due to higher crime rates or the increase 
of mental illness but rather because of the increased focus on security and public protection (1). 
These political and social developments, however, lead to higher risk for severe mentally ill people 
to get in contact with criminal justice system because of minor disruptions. Crocker and Côté (8) 
described a tendency that criminal justice has become a “point of entry” for mental health care.
Another frequently discussed point is the shift within general psychiatry during the past decades. 
As every other health-care provider general psychiatry entered the corporate sector, which put opti-
mization, profit and collective negotiations with health insurances on the agenda (1, 9, 10). Anyhow, 
it has been shown that possible negative consequences of this development (e.g., short duration of 
inpatient or/and outpatient treatment, high rates of previous psychiatric admissions) are not associ-
ated with violence of schizophrenic patients (11). Furthermore, Priebe et al. (2) state that the increase 
of forensic beds is not associated with the decrease of conventional psychiatric beds. In fact, patients 
often leave hospital against medical advice or escape (12). Consequently, it is likely that high drop-
out rates in general psychiatry rather than the decrease of beds in general psychiatry is responsible 
for assumed transfer of patients from general psychiatry to forensic psychiatry. Especially, patients 
with the preliminary described high-risk features show withdrawal after dismissal due to antisocial 
traits or/and comorbid substance abuse (13).
The obvious problem that a distinct group of problematic schizophrenic patients is slipping 
through the fingers of general psychiatric care has been shown in several European cohorts. With 
percentages between 75 and 85, most schizophrenic patients in forensic measure have been repeat-
edly admitted into psychiatric hospitals before committing their index offense (9, 10, 14). Between 
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first hospitalization and index offense, a timeframe of 6.8 years 
with on average five to six hospitalizations is reported (10, 14). 
In a German cohort, most of the patients have been known as 
“problematic” within general psychiatry and during outpatient 
care before their index offense which resulted in lower contact 
rates (14). Other findings prompt that the risk factor for previous 
interpersonal violence or damage of property is seldom (13 vs. 
2%) inquired by psychiatric staff (15). Hence, early detection of 
a high-risk group of schizophrenic patients has been emphasized 
frequently. Nevertheless, rising numbers within forensic measures 
suggest that either detection of high-risk patients or necessary 
treatment is not provided sufficiently (12).
Another yet not verified shift within general psychiatry, which 
may be associated with the increasing numbers of forensic patients, 
is the growing reluctance toward coercive measures. As shown 
in different studies, especially schizophrenic patients with acute 
symptoms are associated with higher rates of coercive measures 
(16). But, low numbers in coercive measures have become some 
sort of seal of quality for psychiatric hospitals (17, 18). A total 
reluctance toward coercive measures in general psychiatry may 
lead toward an outsourcing of “difficult” patients into forensic 
psychiatry, where public understanding for coercive measures 
may be greater due to the criminal background of the patient.
Taking together, there seems to be a high-risk group of severely 
and chronically ill schizophrenic patients who is currently not 
or cannot be detected and not treated sufficiently within general 
psychiatry. Legal regulations as well as social and political devel-
opments toward a no risk policy in terms of public protection 
lowered the barriers for mentally ill people to get in contact with 
criminal justice. Because of several admissions into psychiatric 
hospitals before offending, a timeframe of about 7 years between 
first admission and index offense at least in German populations, 
preventive measures should be initiated in general psychiatry. 
Important steps should include (a) a screening of risk factors for 
violence, (b) secure and specialized inpatient cares that (c) allow 
longer in-stays and (d) provide treatment options concerning 
antisocial behavior, comorbid substance, and medical compli-
ance. Finally, (e) solid community supervision has to be organ-
ized before the patient is discharged.
AUTHOR COnTRiBUTiOnS
FT-H drafted the first version of the manuscript. EH gave a 
substantial contribution to the drafting and critically revised the 
article for important intellectual content. Both authors approved 
the final version for publication.
REFEREnCES
1. Jansman-Hart EM, Seto MC, Crocker AG, Nicholls TL, Côté G. International 
trends in demand for forensic mental health services. Int J Forensic Ment 
Health (2011) 10:326–36. doi:10.1080/14999013.2011.625591 
2. Priebe S, Prottier P, Gaddini A, Kilian R, Lauber C, Martinez-Leal R, et al. 
Mental health care institutions in nine European countries, 2002 to 2006. 
Psychiatr Serv (2008) 59(5):570–3. doi:10.1176/appi.ps.59.5.570 
3. Brennan PA, Mednick SA, Hodgins S. Major mental disorders and criminal 
violence in a Danish birth cohort. Arch Gen Psychiatry (2000) 57:494–500. 
doi:10.1001/archpsyc.57.5.494 
4. Hodgins S, Piatosa MJ, Schiffer B. Violence among people with schizophrenia: 
phenotypes and neurobiology. Curr Top Behav Neurosci (2014) 17:329–68. 
doi:10.1007/7854_2013_259 
5. Tiihonen J, Isohanni M, Räsänen P, Koiranen M, Moring J. Specific major 
mental disorders and criminality: a 26-year prospective study of the 1966 
northern Finland birth cohort. Am J Psychiatry (1997) 154(6):840–5. 
doi:10.1176/ajp.154.6.840 
6. Fazel S, Wolf A, Palm C, Lichtenstein P. Violent crime, suicide, and premature 
mortality in patients with schizophrenia and related disorders: a 38-year total 
population study in Sweden. Lancet Psychiatry (2014) 1:44–54. doi:10.1016/
S2215-0366(14)70223-8 
7. Schanda H, Stompe T, Ortwein-Swoboda G. Dangerous or merely difficult? 
The new population of forensic mental hospitals. Eur Psychiatry (2009) 
24(6):365–72. doi:10.1016/j.eurpsy 
8. Crocker AG, Côté G. Evolving systems of care: individuals found not criminally 
responsible on account of mental disorder in custody of civil and forensic psychi-
atric services. Eur Psychiatry (2009) 24:356–64. doi:10.1016/j.eurpsy.2009.07.008 
9. Habermeyer E, Wolff R, Gillner M, Strohm R, Kutscher S. Patienten 
mit Störungen aus dem schizophrenen Formenkreis im psychiatrischen 
Maßregelvollzug – ergeben sich Konsequenzen für die Allgemeinpsychiatrie? 
Nervenarzt (2010) 81(9):1117–24. doi:10.1007/s00115-009-2913-z 
10. Hodgins S, Müller-Isberner R. Preventing crime by people with schizophrenic 
disorder: the role of psychiatric services. Br J Psychiatry (2004) 185:243–50. 
doi:10.1192/bjp.185.3.245 
11. Witt K, van Dorn R, Fazel S. Risk factors for violence in psychosis: system-
atic review and meta-regression analysis of 110 studies. PLoS One (2013) 
8(2):e55942. doi:10.1371/journal.pone.0055942 
12. Seliger M, Kröber HL. Wurden schizophrene Maßregelpatienten zuvor in 
der Allgemeinpsychiatrie unzureichend behandelt. Forens Psychiatr Psychol 
Kriminol (2008) 2:120–7. doi:10.1007/s11757-008-0072-x 
13. Freyberger HJ, Ulrich I, Barnow S, Steinhart I. Am Rande sozialpsychiatrischer 
Versorgungsstrukturen – eine Untersuchung zur “Systemsprengerproblematik” 
in Mecklenburg-Vorpommern (Engl: at the border of social psychiatric care 
systems – a study of “high utilizers” in Mecklenburg-Vorpommern). Fortschr 
Neurol Psychiatr (2008) 76(2):106–13. doi:10.1055/s-2007-996172 
14. Piontek K, Kutscher S, König A, Leygraf N. Prädeliktische Behandlungswege 
schizophrener Patienten der forensischen Psychiatrie. Nervenarzt (2012) 
84:55–64. doi:10.1007/s00115-011-3409-1 
15. Sanders J, Milne S, Brown P, Bell AJ. Assessment of aggression in psychiatric 
admissions: semistructured interview and case note survey. BMJ (2000) 
320:1112. doi:10.1136/bmj.320.7242.1112 
16. Raboch J, Kalisová L, Nawka A, Kitzlerová E, Onchev G, Karastergiou A, et al. 
Use of coercive measures during involuntary hospitalization: findings from 
ten European countries. Psychiatr Serv (2010) 61(10):1012–7. doi:10.1176/
appi.ps.61.10.1012 
17. Di Lorenzo R, Miani F, Formicola V, Ferri P. Clinical and organizational 
factors related to the reduction of mechanical restraint application in an acute 
ward: an 8-year retrospective analysis. Clin Pract Epidemiol Ment Health 
(2014) 10:94–102. doi:10.2174/1745017901410010094 
18. Husum TL, Bjørngaard JH, Finset A, Ruud T. A cross-sectional prospective 
study of seclusion, restraint and involuntary medication in acute psychiatric 
wards: patient, staff and ward characteristics. BMC Health Serv Res (2010) 
10:89. doi:10.1186/1472-6963-10-89 
Conflict of Interest Statement: The authors declare that the research was con-
ducted in the absence of any commercial or financial relationships that could be 
construed as a potential conflict of interest.
Copyright © 2016 de Tribolet-Hardy and Habermeyer. This is an open-access 
article distributed under the terms of the Creative Commons Attribution License 
(CC BY). The use, distribution or reproduction in other forums is permitted, 
provided the original author(s) or licensor are credited and that the original 
publication in this journal is cited, in accordance with accepted academic practice. 
No use, distribution or reproduction is permitted which does not comply with 
these terms.
